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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration Diatrict No\5~9§<9

18907

State File No

Registrar's No

1. PLACE OF DEATH:

(g} County

(b) Cityor town..
(¢) Name of hgsmtal or [ostitution:

(If oot in bospital or institution, writa street number or tocation)

(d) Length of stay: In hospital or institution

(Spocify whether

In this community.
years, tnooths or doys)

3. USUAL RESIDENCE OF DECEASED:

{a) State M 2 () County o
{c) City or town.......... ) &Y /’Nf e/‘? N ; j ﬁgf{
(If outside city hr town limits, write " RUnAL&)
(@ Street No AN _EJds £
{If rural, give location)
(e) Citizen of foreign country? . Nd

1f yes, name country.

hoft Minelzope s Apders . Fpdei.

3. (B If veteran, 3. (o Socik Security

6. (a) Single, widowed, marri.

/ diverced £

Color or

ﬂmw'

name war........ No’m
4, Scx.m.ﬁdll_ .......

(Yjem- No)

MEDICAL CERTIFICATION
/0

minure.jo é M

A X

DATE OF DEATH: Month

/?‘}‘7/ nor..... 4.

20, day.

year.

"21, 1 hereby certify that I attended the deceased from......
190953 o 19“(?
that Ilast saw b.é®f_._ alive on / 49 lQ...ﬁé,;

)} Npme of hus i eeereee 6. () Age of husba[ld ar wife if || and that death occurred on the date and hour stated above, ]
Z 5 é I ot (Al /o Dumtwi;
o o A I alive __af. ... ears m & causg o
‘ = lelvlored
7. Bird/ date of dec e X 2?___/72’[ e V4
(Mouth) {Dax} (Year) e _ ’ ;T
h o s eclorCaccleltes
8. AGE: Years Months Days If less than one day Due to /
q- l hr. min
l 4 Due to.
9. Birthplace.. ....... - } M'
Ch.y. r.nwn. ar unl.y ta .
E M Other conditiona. T0. L
10. Usua) occupatios (Include p within 3 b ordumw %/
11. Industry o PHYSICIAN
o Major findlngs: l * -
= 12, Name Of operations. ]
E """""""" [ Underline
g 13. Birthplace ;hhi:i‘lllésce:liz
o g( Of autopsy........ should be
= { 14. Maiden name AT . : charged sta-
S r tistically.
g i5. Birthptace ... ZATI ¥ S SR/ 22, If death was due to external causes, fill in the following:
16. (a) Info t%’b {a) Accident, suicide, or homicide (specify}=.......z.: R L
® (b) Date of occurrence
17, ( ¢y Where did Injury occur?
O O (City or town) {County) {Suate)
(d) Did injury occnr in or about home, on farm, in indnstrial piace, in public place?
(0
(Spacify ¢ f place) )
18. -(a) While 3t Work?.o. oo ees g gt ne !'( mﬁe:ns of m]%‘:ﬁ
()] Z 2 2ctd
23. Signaturelye? ey (ML D, or Gther)...... A
15, @ v 77

Date signedﬂ..ﬂ
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¢ment on Reverse Side) /




RECEIVED S ._ o
District Health Offloer No, 2 - ‘
District File Numbor-____-.. f(.'.'j é

Dato Filed -AFR 26 1944 | I o

STATEMENT BY LICENSED EMBAI;MER

I hereby certifv that the body whaose name is recorded on the reverse side of this certificate was embalmed by me, or by

...... ; Reglstered Apprentlce ‘No.....

working under iy personal supervision. o
' " e /@/ﬂ/&c{ W
" Signed.... /. o b e e L

T ' \. _' L:ccnsed EmbaimerNo)ﬂllg

Note: The above MUST BE SIGNED BY THE LICENSED h\iBALMER in his OWN HANDWRITING
the abme constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above. .
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